BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and are provided with free text boxes to elaborate on their assessment. These free text comments are reproduced below.
Comments for review Introduction: I have assumed that by UTI the authors are commenting more on cystitis rather than another section of the urinary tract, the importance for this related to the colony forming units and the location of a UTI in the urinary tract (bladder Vs kidney).
Incorrect spelling of Nitrofurantoin discussion: My major issue relates to the comments regarding the pregnant population and the importance of not missing Asymptomatic bacteriuria, which when detected during pregnancy should be eradicated with antimicrobial therapy (See EAU guidelines urinary tract infections). In this population therefore it needs to be stressed that culture is required.
another important consideration is to take into account previous culture, as gram positive organisms do not lead to nitrate positive urine dipstick tests. A history therefore of gram positive organism would require culture.
VERSION 1 -AUTHOR RESPONSE

Reviewer 1
Comment 1: Stratifying the result by type of urinary tract infection (UTI) Reply 1: We agree with the reviewer that the term UTI encompasses multiple clinical forms. However, we feel that stratifying results by type of UTI is not adequate in the context of our study. We estimated the post-test probability of a positive urine culture for patients presenting with UTI-associated symptoms. We did not attempt to use the dipstick test for an accurate prediction of a UTI. This latter approach would indeed have mandated stratification of results. The reason for this approach is the primary care setting in which the study is performed. Given the scarcity of culture facilities in Indonesia, and the cost involved with performing a urine culture, which is often carried by the patient, the care provider needs to decide if a culture is needed for deriving at an adequate diagnosis, and start therapy. Current practice is to make this decision only on clinical symptoms, leading to both over-prescription of antimicrobial therapy, and missed diagnoses. Our results provide the care provider with insight in the probability that a culture is positive, given the result of the dipstick test. This knowledge can be added to the clinical presentation of the patient to make an initial diagnosis and a decision on starting treatment. This approach will not be influenced by the actual clinical form of UTI underlying the UTI-associated symptoms. We are therefore confident with our strategy to not stratify the results by clinical form of UTI. Action taken 1: To better describe the study population, we changed "urinary tract infection" in the title with "urinary tract infection associated symptoms": ….The predictive value of the urinary dipstick test in the management of patients with urinary tract infection associated symptoms in primary-care in Indonesia; a cross-sectional study….
Comment 2: Baseline characteristics according the clinical form of UTI. Reply 2: Given the answer to the previous comment, we feel that there is no place for such a stratification. Action taken 2: No changes were made to the manuscript.
Comment 3: Table 1 is not informative. Reply 3: This table summarizes the UTI-associated symptoms with which the patients presented in the two clinics included in the study. As such, it describes the study population to which the results refer, information that we feel is of use to the reader to understand the context in which the study was done. Action taken 3: No changes were made to the manuscript. Comment 4: Risk factors for UTI are not described Reply 4: As stated in the reply to comment 1, this study is not about the diagnosis of UTI, but about the potential role of the dipstick test in predicting a positive urine culture in a population with UTIassociated symptoms presenting in primary care. The aim of the study is to provide the care provider with insight on the probability of a positive urine culture, given the results of the dipstick test in his/her typical patient population. These results are just one component of the clinical assessment the care provider makes in proving a diagnosis and deciding on treatment. Individual risk factors will also play a role in the consultation, but are of no direct relevance to the research question of the current study: what is the probability of a positive urine culture, given the results of the dipstick test? Action taken 4: We have modified the Abstract to clarify this key objective better by adding the wording …..To assess the test characteristics of a urine dipstick test in predicting a positive urine culture, in an outpatient setting in Indonesia….. We have added a some wording in the introduction: ….. A urine culture will provide support for the diagnosis of UTI, in addition to clinical symptoms and the presence of potential risk factors, identify the causative organism, and steer adequate antimicrobial treatment….. Comment 5: Consider an ROC analysis to test for accuracy. Reply 5: The reviewer is right in stating that diagnostic studies often make use of an ROC curve. However, this is just one way of approaching the research question. There is quite some debate in the methodological literature on the usefulness of an ROC approach, but that is beyond the scope of this manuscript. We are convinced that in our study, the use of an ROC approach is inferior to the methodology used. First, an ROC curve plots true positive results against false positive results for all of the possible thresholds to define test-positivity. This works very well when the test result is continuous (like the concentration of a biomarker), when there are an infinite number of possible thresholds for which an ROC point can be calculated. The dipstick test in not continuous. We have only 11 possible combinations of leucocyte and nitrate for which true and false positives can be calculated. These can all be derived from Table 2 . Although possible, an ROC curve in our study will be a very crude assessment. Second, the interpretation of an ROC curve, and its associated AUC is not directly intuitive in a clinical setting. The AUC just provides a single estimate of test accuracy. It does not provide insight in the probability of a positive urine culture by dipstick result. Our approach of calculating post-test probabilities for an infinite number of pre-test probabilities, does exactly that. As such, it provides the clinicians with the data they need. Action taken 5: We have added the above explanation to the manuscript in the methodology setting: "…This approach is preferred over the commonly used ROC curve with its associated Area Under the Curve (AUC). The AUC provides a single estimate of test accuracy. It does not provide direct insight in the probability of a positive urine culture by dipstick result. Our approach of calculating post-test probabilities for an infinite number of pre-test probabilities, does exactly that, and thereby aides the care provider directly in his/her clinical assessment of the patient, the need for additional diagnostic tests, and the decision to start empirical therapy……" Reviewer 2 Comment 1: Form of UTI Reply 1: We did not differentiate between the forms of UTI in our study. We included all patients reporting to a primary clinic with UTI-associated symptoms. The reviewer is right that in these populations, the majority of underlying disease would be a lower urinary tract infection. See also reply 1 to Reviewer 1. Action taken 1: No changes were made to the manuscript. Comment 2: Spelling Action taken 2: we corrected the spelling.
Comment 3: Asymptomatic bacteriuria in pregnancy. Reply 3: We fully agree with the reviewer on the need for antimicrobial therapy for asymptomatic bacteriuria in pregnant women, as stated in international guidelines. However, this manuscript refers to patients reporting to a primary clinic with UTI-associated symptoms, thereby excluding asymptomatic bacteriuria.
